vaginal length and lower mid-paravaginal location, but similar cervix locations. CONCLUSION: Among nulliparous women, levator area was significantly larger in older versus young women. Aging was not associated with significant changes in pelvic floor depth, apical location, genital hiatus, or pelvic floor closure force suggesting that with age, the pelvic floor undergoes a posterior distension, not a vertical descent. 
OBJECTIVES:
The obturator internus muscle (OIM) loses volume with age, which may result in a larger pelvic floor area leading to higher forces from intraabdominal pressure (Figure 1a and b). We aim to evaluate the pelvic floor cross-sectional area, or pelvic diamond (PD), as it relates to the OIM in a customized tilted plane at the level of the levator ani muscle attachments, and identify age related changes in women with and without prolapse. Secondary aims were to familiarize OB/GYNs from an international society with imaging tools and techniques for research. MATERIALS AND METHODS: Pelvic MRIs from 30 primiparous women (10 younger women recruited during pregnancy, 10 older menopausal women with, and 10 older menopausal women without prolapse) were included in this case-control study. Using 3D Slicer (www.slicer.org), the measurement plane was tilted to include the bilateral ischial spines (IS) and the inferior pubic point, approximating the level of the levator ani attachments at the arcus tendineous fascia pelvis (Figure 1c) . Measurements of the PD area (borders: 1) line between the ISs posteriorly, 2) medial edge of the OIMs bilaterally, 3) the inferior pubic bone anteriorly) ( Figure 1d ) were made by five independent raters from an international society group focused on learning pelvic imaging. Demographic characteristics were compared across groups of interest using Wilcoxon rank sum test, Chi-square, or Fisher's exact test where appropriate. Multiple linear regression models were created to identify independent predictors of PD area. RESULTS: Groups differed in age and prolapse stage, as expected due to the case-control study design. Patients with prolapse had a significantly longer IS distance, and more major (>50% of the muscle) levator defects when compared to both older and younger women without prolapse (Table 1) . There were no differences in race, height, BMI, gravidity, or parity. Inter-rater reliability was high for all measurements (ICC¼.96). PD area was significantly larger in older women with prolapse compared to older and younger women without prolapse (60.3AE5.1 vs. 52.7AE4.9, p¼.004 and 60.3AE5.1 vs. 51.5AE4.6, p¼.001 respectively). After adjusting for race and BMI, increased PD area was significantly associated with the following: 1) being an older woman with prolapse (b ¼ 6.61cm 2 , p¼.004), and 2) IS distance (b ¼ 4.52cm 2 , p¼.004) ( Table 2) .
CONCLUSION: Older women with prolapse had the largest PD area, suggesting that the PD is an important, novel measure to consider when evaluating women with prolapse. IS distance, and being an older woman with (but not without) prolapse, was associated with a larger PD area. This suggests that reduced OIM size with age may not the primary factor in determining PD area, but pelvic dimensions such as distance between the ISs could play a role. The high ICC indicates that all raters were able to successfully learn the imaging software and measurements with high reproducibility.
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Oral Posters OBJECTIVES: Technical challenges with mesh fixation during robotic-assisted laparoscopic sacrocolpopexy include difficulty finding and visualizing the sacral promontory (most superior portion of the S1). This may lead to mesh placement above in the L5-S1 and L4-L5 vertebral discs and subsequent catastrophic complications including discitis and osteomyelitis. The objective of this study was to further characterize the relevant relationships of the bony anatomy relevant to the sacral promontory to use as a guide for safe mesh placement.
MATERIALS AND METHODS:
The anatomical relationships of the lumbar and sacral spine were reviewed in 25 female patients' computed tomography (CT) studies for benign indications. Anatomy quantified included 1) angle of descent between the anterior surfaces of the L4 and L5 vertebra 2) angle of descent between the anterior surfaces of the L5 and S1 vertebra 3) L4-L5 disc height and width 4) L5-S1 disc height and width 5) L4, L5, S1 vertebral heights 6) distance between ASIS 7) distance between midpoint of pubic symphysis and sacral promontory. RESULTS: The mean age of the female patients was 54.7 years. The mean height, weight, and BMI was 64.4 inches, 93.8 kg, 34.7, respectively. The patients were 64% white and 36% Black. The mean L4-L5 angle of descent was 19.9 degrees (range 0.5-40.8 degrees) and mean L5-S1 angle was 57.2 degrees (27.8-70.1). 8 of 25 (32%) women had an L4-L5 angle >30 with L5-S1 angle of <40 degrees. The mean heights (range) included: L4-L5 disc 1.1 cm (.68-1.7), L5-S1 disc 1.12 cm (0.3-1.9), L4 vertebra 2.7 cm (2.1-3.1), L5 vertebra was 2.8 cm (2.1-3.0), and S1 was 3.3 cm (2.7-3.6). The mean distance between the ASIS was 21.3 cm (16-25.8 cm), the mean distance between midpoint of pubic symphysis and sacral promontory was 12.1 cm (9.9-14). There was a positive correlation between the L5-S1 angle of descent and the L5-S1 disc height (0.716 (95% CI 0.53-0.897). There was a negative correlation between the L4-L5 angle of descent and the L5-S1 angle of descent (95% CI -0.37--0.84) (Figures 1 and 2) . CONCLUSION: The majority of women have steep 60-degree L5-S1 angle of descent in comparison to the 20-degree L4-L5 angle. As described in this study, 32% of women may have conditions such as degenerative disc disease causing decreased L5-S1 disc height, increased L4-L5, and decreased L5-S1 angle of descent, leading to the "double-hump" anatomical relationship. In these cases, the L4-L5 may be the most prominent structure in the lower lumbosacral spine and the surgeon may inadvertently attach mesh above the true sacral promontory and attach mesh to the disc. Awareness of this relationship may assist intraoperative localization of the "good point" on the sacral promontory (12 centimeters from the pubic symphysis), for safe mesh attachment.
